A 53-year-old man with recently diagnosed, very severe chronic obstructive pulmonary disease (forced expiratory volume in 1 s [FEV 1 ] 1.02 L, 28% of predicted, forced vital capacity [FVC] 3.24 L, 72% of predicted, FEV 1 /FVC ratio 0.32) had an incidental endobronchial lesion discovered on computed tomography (CT) of the chest (Figure 1 ). There were no enlarged hilar or mediastinal lymph nodes on CT. Bronchoscopy identified a smooth, vascularized, pedunculated tumour at the right upper lobe carina (Figure 2A ). Dynamic obliteration of the bronchus intermedius was present on expiration. Initial biopsy specimens were consistent with a typical bronchial carcinoid tumour. The patient declined referral to a thoracic surgeon and underwent flexible bronchoscopy with moderate sedation. Endobronchial resection of the tumour was successfully achieved using snare electroresection, followed by cryotherapy to the base of the tumour (Figures 2B and 2C) . Pathology review confirmed a typical bronchial carcinoid tumour with involvement of the tumour base. At the six-month follow-up, there was no evidence of recurrence on surveillance bronchoscopy ( Figure 2D ).
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Bronchoscopic resection of a central typical carcinoid tumour
• Typical carcinoid tumours are well differentiated, with <2 mitoses per 2 mm 2 of viable tumour, tend to arise in proximal airways, and infrequently metastasize to local lymph nodes (1). Atypical carcinoid tumours have two to 10 mitoses per 2 mm 2 , and have regional lymph node involvement in up to 50% of patients and distant metastases in up to 20% of patients (1).
• CT features are nonspecific but include endobronchial or parenchymal nodules, and postobstructive pneumonia; up to 30% may contain calcification (1).
• Bronchoscopic resection can be achieved in patients who decline or are medically unfit for surgery, with cure rates of 46% to 64% (2) and long-term survival similar to surgically resected typical carcinoid tumours (3). Central atypical carcinoid tumours tumours may also be successfully resected via therapeutic bronchoscopy but frequently have lymph node involvement and require completion surgery to achieve cure (2). 
